MALE, aged 18. At the age of 12 had cerebral concussion following fall on the ice. Four months ago developed causeless headache and diplopia. No diminution of visual acuity. Optic discs were seen to be slightly blurred. The only other abnormal sign detected was paresis of the right external rectus and of the left face. Cranial nerves otherwise normal. No sensory or motor abnormality of the limbs. Reflexes, both deep and superficial, were normal and symmetrical on the two sides. Cerebrospinal fluid contained 6 lymphocytes per c.mm., albumin = O * 02 per cent., glucose = 0 05 per cent., gold curve = negative, and Wassermann reaction = negative.
R. M. W., MALE, aged 18. At the age of 12 had cerebral concussion following fall on the ice. Four months ago developed causeless headache and diplopia. No diminution of visual acuity. Optic discs were seen to be slightly blurred. The only other abnormal sign detected was paresis of the right external rectus and of the left face. Cranial nerves otherwise normal. No sensory or motor abnormality of the limbs. Reflexes, both deep and superficial, were normal and symmetrical on the two sides. Cerebrospinal fluid contained 6 lymphocytes per c.mm., albumin = O * 02 per cent., glucose = 0 05 per cent., gold curve = negative, and Wassermann reaction = negative.
Optic discs became progressively swollen to 4 * 5 D. in the right eye and 2 * 5 D. in the left eye. Visual acuity and visual fields were normal, but the blind spot in both eyes was slightly enlarged. Pneumo-radiograms showed displacement of the right lateral ventricle, towards the left side.
In view of these findings, a wide decompression was carried out in the right frontal region. The subjacent dura was tense and, on being incised, a subdural, cyst about the size of a turkey's egg and containing black tarry blood, was evacuated.
The subjacent cortex was then seen to be normal, except-for brownish pigmentation of the pia arachnoid.
Clinical improvement since operation has been uneventful. The swelling Qf the optic discs rapidly subsided and there is now only a faint trace of left facial paresis. The bony gap on the cranium is concave.
A Case of Familial Periodic Paralysis. By W. J. ADIE, M.D. R. B., MALE, aged 13. During the past four years has frequently awakened during the night or early morning to find that he cannot move hand or foot or speak. These attacks are unassociated with any regularly occurring previous,event or experience which he has noticed. The weakness is maximal at its onset and passes off gradually-sometimes in three to four hours, sometimes not completely for two days. During the height of the attack he cannot speak or swallow and, lies supine without any tendon responses and plantar-flexor plantar responses. These attacks occur on the average once each fortnight.
His father has suffered from exactly similar attacks since the age of four and they are much worse and more frequent than those of his son.
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